. Estimated potential effectiveness of the national recall system consecutive referrals to Addenbrooke's Hospital of women with diagnosed invasive cervical cancer. This provided a short-term proxy measure for the effectiveness of the screening programme.
Results and inferences The central recall system, based on the National Health Service Central Register (NHSCR), provided a manually operated storage, sorting and distribution system for data held on smear request forms. The major limitations of such a system were its ability to recall only those women for whom records were submitted and its inability to update for women rescreened ahead of time, thereby potentially generating many unnecessary repeat requests.
At a local level, considerable effort was entailed in the transcription of barely legible data from copies of the original request forms and correspondence involving the FPC, the general practitioner (GP)and the CHS before a recall letter could be issued. Figure 1 illustrates the estimates of effectiveness for each step of the process as operated in Cambridge in 1980. The standard cytology form (HMR 101/5) has four carbonless copies of which only the top two copies are reliably legible. Local practice was for the GP and laboratory to have copies in all instances. The sender, if not the GP, received the third copy. Only where the GP had submitted the original request, were these third copies available for transfer to Southport. Eligibility for inclusion in the recall system was confined to women meeting the prevailing DHSS guidance, i.e. for recall over 35 years of age. The local input to the national recall system therefore consisted only of women over 30 (or younger with 3 or more pregnancies) whose normal smear had been taken by In 1980 a working party was established in Cambridge Health District to review the administrative arrangements for cervical cytology recall using the National Health Service Central Register at Southport. As a result of a number of surveys and ad hoc enquiries it was decided not to continue with the central recall scheme (which was subsequently withdrawn).and not to replace it with any formal centralized local scheme. The decision was based on the apparent failure of the central scheme, the effectiveness of informal systems already in operation locally, and the need to place cervical cancer amongst competing priorities for prevention.
Methodology
The methods used to study the system illustrate the way in which proxy measures may be used to describe a system when the required data are unobtainable from routine sources. The level of reliability may be adequate for decision-making and such crude quantification points the way to setting up appropriate monitoring systems in the future.
The first task was to put together a description of the local application of the central recall scheme. In practice this proved extremely difficult since the overall system was complex, involving several different agencies, and no single individual or group had overall responsibility, or indeed an understanding of the system.
A description ofthe population screened was derived from data collected from samples of the manually held laboratory records and this was used as the basis for other studies. Several samples of 300-500 consecutivereports were studied. This way ofobtaining information was shown to be reliable and repeatable. Data were collected on the sources of smears, age distribution of screened population and other demographic data including marital status, plus previous obstetric and screening histories. The Family Practitioner Committee (FPC) provided details of its correspondence with general practitioners prior to recall. The Community Health Service (CHS), with responsibility for issuing recall letters, collected data on replies to these letters and in cooperation with the laboratory the response rate was estimated.
The University Department of Gynaecology was at that time evaluating the use of laser treatment for cervical intraepithellal neoplasia. In a study of 100 consecutive referrals to the clinic, data were collected on the screening history and demographic details of these women with abnormal smears. Laboratory data were used for control purposes although the abnormal cases came from a wider geographical catchment area. In addition, a retrospective case note study! was undertaken to look at the screening history of 100 The Royal Society of Medicine a GP. The resulting net input to the system was approximately one-third of the total smears screened in the laboratory. After 5 years' storage the original forms were returned to the FPC appropriate to the woman's currently registered address. In Cambridgeshire the FPC enquired of the GP in each instance whether a recall was appropriate. Between 5% and 10% of women were excluded at this stage at the GP's request, although at least 30% of enquiries received no response from the GP (estimates from FPC). Individual letters were sent from the CHS to the remaining women. Records were kept of the outcome of 4431 letters. The 1059 replies received indicated that at least 24% of the recalls were inappropriate (e.g, returned to sender, already screened, hysterectomy).
As part of this study, the laboratory records were searched for evidence of repeat smears of 125 women within three months of having been sent a recall letter: 22 women (18%) responded to the letter by having a smear, although 6 of them had already been rescreened in the previous five years. A total of 28 women (23%) had presented for rescreening prior to the recall date.
In summary, it was estimated that the overall effectiveness of the system was that for the prevailing annual workload of 16 000 smears, approximately 3% might subsequently generate an appropriate recall by the NHSCR system. The national recall system should, in any given year, have alerted women previously screened five years before. Information on the date of the previous smear was collected from a sample of laboratory data from 1982. There was no evidence of any excess numbers of women previously screened in 1977 as might have been expected if the recall system had been effective. The largest proportion (32%) of all repeat smears was taken from women previously screened in 1979, three years earlier. This reflected the local laboratory policy of marking all reports 'repeat smear in 3 years' (box 25 on HMR 10115) and demonstrated the effectiveness of an informal laboratory-based recall system operating via GPs.
It should be noted at this stage that we were not able to demonstrate any inefficiency at Southport itself such as to suggest that central computerization of the existing system would in any way have improved response rates and uptake.
Using laboratory sample data, the age structure of the population of women having tests was estimated. These data were used together with figures from the SBH140 returns to estimate the age-specific positive smear rates given in Table 1 . The women under 25 appear to constitute a much lower-risk group.
When the women with abnormal smears were studied, there was a significantly smaller proportion in the under-25 age group when compared with the screened population (from the laboratory sample). It was expected that the abnormal smear group would show significantly higher parity but in fact this was only demonstrable for the over-40 age group. It is possible that, as a whole, the abnormal smear group may have undergone early first pregnancies, but in the younger cohort of women this has apparently had little effect on total family size. This younger cohort of women would be the earliest cohort to have had access to oral contraception. As might be expected, the women with abnormal smears were less likely to be single but more likely to be widowed or divorced.
The study of 93 women with invasive cancer! revealed that only 15 had been screened during the previous 5 years; 67 (72%) had never had a smear.
Conclusions and recommendations
The Southport system failed, not because it was a manual system, but because the inputs were incomplete, there was no mechanism for updating, and the outputs were inappropriate. Computerization of the central system would not have overcome these difficulties and any localized schemes should be carefully designed to avoid such failures. Bearing in mind the negative screening history of women with invasive cancer, emphasis should be placed initially on those older women who have never been screened and there is no justification for 'recall only' schemes. The design of call/recall systems should concentrate on their ability to achieve appropriate responses rather than their efficiency in generating recall letters. They should be evaluated accordingly.
Where laboratory resources are limited; a local policy should be developed to make the best use of these resources by the operation of a priority system rather than allowing a 'first come first served' access to screening.
The Working Party in Cambridge agreed to discourage routine screening in women under 25 in favour of older women who have never been screened and to formulate a local policy based on revised guidance which was at that time awaited from the DHSS. The need to place cervical cancer amongst competing priorities for the limited resources available for prevention is discussed elsewhere'',
